The interview schedule included questions on headaches and associated phenomena (see Appendix). People with headaches that were unilateral or associated with nausea or visual disturbances, or who reported 'shining lights' or sudden blindness without headaches, were subsequently questioned on these points by a physician. The diagnosis was based upon the physician's history, using the following criteria:
(1) Migraine-people with headaches sometimes associated with nausea, a visual aura, or both. This category included classical migraine which was defined as the occurrence of headaches sometimes associated with both nausea and a visual aura.
(2) Non-migrainous headaches (NMH) -people with headaches but with no associated nausea or visual aura. This category included frequent NMH-people with NMH reported as occurring more than once a month. 188 Migraine and non-migrainous headaches. A community survey in Jerusalem
The strength of associations with other variables was expressed by odds ratios. To control effects connected with age, weighted means of the odds ratios in separate age strata were used.2 The odds ratio for migraine is the ratio of the odds in favour of migraine in one group (that is, the number who had migraine in the group divided by the number who did not) to the odds in favour of migraine in another group.
Q
In testing the statistical significance of associations with single independent variables, we controlled for effects connected with age or sex by using the Mantel-Haenszel test2 when the independent variable was dichotomous, and Mantel's3 extension of this test when there were more than two orderable categories. Analysis of variance was performed with the ANOVA subprogramme (classic experimental approach) of the SPSS.4 Guttman scales were tested by the coefficients used in the SPSS.
Results
The response rate for interviews was 89% and of those interviewed 89% were examined by a doctor, a total response rate of 80%. In this paper we report the results for 4899 people who were both interviewed and seen by a doctor.
Migraine was diagnosed in 10-1% of the respondents, including 2* 1% with classical migraine; 65*7% had non-migrainous headaches (NMH) and this proportion included 25*6% with frequent NMH;
24.2% stated that they never had headaches (Table  1) .
25. The prevalence of migraine was 14-5% among women and 5*1% among men. This female preponderance applied to all forms of migraine (Table 1) . When age was controlled, the odds in favour of having migraine were 3*8 times as high (Table 2 ). Both forms of headache were significantly more prevalent among people who appraised their health as poor, those with many emotional symptoms, those who reported current problems and, in the case of women, family disharmony, and those who said their lives had been hard. In addition, both conditions were more frequent, although not always significantly so, among people who felt they applied more effort than others to tasks, those who reported symptoms of angina pectoris, and men in Social Classes IV and V. Relationships with 'trying harder' and 'hurrying more' tended to be stronger for migraine than for NMH. The same relationships were found with classical migraine as with migraine as a whole.
No significant age-independent relationships were found between migraine or NMH and blood pressure, education, region of birth, marital status, parity, pregnancy, oral contraceptives, menopause, cigarette smoking, diabetes, a preference for a high or low pressure of activities in daily life, or the importance ascribed to striving for achievement. Poor health (self-appraisal) 3-1*** 2-3*** 2-4*** 2-3*** Four or more emotional symptomsb People with migraine were excluded from this analysis. Statisticalsignificance basedonFtests: * P <0-05;** P <0-01;*** P <0-001. doctors with headaches the concurrence of pain, warning, and nausea was 2*4 times the chance expectation, compared with 1*6 times in Pontypridd. Information obtained by physicians may be of higher validity than questionnaire data from laymen, especially with regard to aura. In our study, the number of people who reported visual symptoms in the home interview was 100% higher than the number with visual aura according to the physicians' histories; for nausea the corresponding excess was 36%.
The findings are reminiscent of those in a previous survey22 in this population, in which the association between morning stiffness and diagnoses of rheumatoid arthritis, based upon subsequent clinical, serological, and radiological examinations, was far stronger when the information on morning stiffness was obtained by a physician than when the symptom was reported in a home interview; morning stiffness was over three times more frequent according to home interviews than according to questioning by physicians. We have, however, no independent criteria of the validity of data on concomitants of headaches, and we cannot exclude the possibility that the association between symptoms may be at least partly caused by bias resulting from the physicians' preconceived opinions.
Nausea and visual aura were not only associated but also tended to occur in a specific pattern. Among people with headaches these manifestations showed a good fit with the model of a Guttman scale, suggesting that nausea and aura not only 'hang together ', they Waters16 has raised the possibility that migraine may be 'an 
